USO DE LA ESCALA DE BRADEN Y DE GLASGOW PARA IDENTIFICAR EL RIESGO DE ÚLCERAS DE PRESIÓN EN PACIENTES INTERNADOS EN UN CENTRO DE TERAPIA INTENSIVA

Las ulceras de presión todavía representan un gran problema de salud en pacientes críticos. Este estudio, descriptivo y exploratorio, tuvo como objetivo evaluar los factores de riesgo para el desarrollo de la úlcera de presión presentes en pacientes internados en un centro de terapia intensiva de un hospital universitario. Los pacientes fueron evaluados utilizando la escala de Braden para determinar el riesgo de desarrollo de úlceras de presión e identificación de factores de riesgo individuales y con la escala de Glasgow para evaluar el nivel de conciencia. Se encontró que los factores de riesgo asociados al desarrollo de úlcera de presión fueron: las bajas puntuaciones de la Escala de Braden en el primer día de internación y las bajas puntuaciones de la escala de Glasgow. Los resultados confirmaron que estos instrumentos pueden ayudar al enfermero a identificar
pacientes en riesgo y a planificar la asistencia. (1) (2) .
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USO DA ESCALA DE BRADEN E DE GLASGOW PARA IDENTIFICAÇÃO DO RISCO PARA ÚLCERAS DE PRESSÃO EM PACIENTES INTERNADOS EM CENTRO DE TERAPIA INTENSIVA
PU development is a complex phenomenon that involves several factors associated with the patient and the external environment, and immobility is the most important risk factor for hospitalized patients (3) .
Patients under intensive care are prone to PU due to sedation, changes to their consciousness, ventilation support, use of vasodilator drugs, extended period of movement restriction and hemodynamic instability (4) .
The first measure adopted to prevent the wound is to determine the patient's risk for the development of the ulcer. This should occur at the moment of patient admission or at least every 48 hours or when there is any change to their health conditions (5) (6) . This is especially true for critically ill patients who present a great number of risk factors.
The Braden Scale is currently the most extensively tested and used risk assessment tool. Although it was not developed specifically for critically ill patients, it presents specificity and sensitivity for this population (7) (8) .
It is an effective tool that helps nurses in the process of deciding about which preventive measures should be adopted, according to each patient's risk.
The Braden Scale offers six assessment parameters through its sub-scales: 1-sensorial perception; 2-moisture; 3-activity; 4-mobility; 5-nutrition; 6-friction and shearing. Each sub-scale has a score from 1 to 4, except for the friction and shearing domain. The total score ranges from 6 to 23.
A score of 16 or less means the adult patient is at risk for the development of PU (8) . If there are other factors, however, like being over 65 years old or having a fever, low protein intake, diastolic pressure below 60 mmHg and/or hemodynamic instability, patients with scores of 17 or 18 are also considered at risk (6) .
For critical patients, the risk according to the very high risk -score of 9 or less (6) . (9) .
The variables measured by the Braden and Glasgow scales complemented the assessment of critically ill patients hospitalized in an ICU, and helped nurses to identify patients at risk for the development of pressure ulcers, as well as to identify the associated risk factors.
Strategies have been described in the literature and implemented by researchers and health professionals, with the aim of establishing care standards focused on PU prevention and encouraging the improvement of health care quality (10) (11) . Among those strategies, the Braden scale is highlighted as a tool that predicts patient risk and helps in the development of protocols for several types of patients and their specificities.
Considering the severity of PU occurrence in critically ill patients, this study was developed to identify the factors associated to their development in subjects hospitalized at an intensive care unit (ICU).
The aspects assessed by the Braden and Glasgow scales, age, gender, skin color, and length of stay , were considered as independent variables.
METHODOLOGY
This exploratory, descriptive study was The collected data were recorded on a tool developed for this study and were analyzed using SPSS 
RESULTS AND DISCUSSION
For four months, 48 patients were followed.
Thirty of those patients developed pressure ulcers, which meant an incidence rate of 62.5%. Such a rate can be considered high when compared to similar studies carried out with critically ill patients hospitalized at an intensive care unit (12) (13) .
Seventy PU were observed in the 30 patients, of which 57.1% (40) were Stage I wounds, and 42.9%
(30) were Stage II. The most affected body areas were the heels with 35.7% (25) of ulcers, sacral with 22.9% (19), and scapulas with 12.9% (9). Table 1 presents patients' demographics and PU occurrence. and of different ethnic groups, did not find any evidence supporting that ethnicity would be a predictive factor for pressure ulcer (14) .
The average age of patients who developed ulcers was higher (51 years) than that of patients without ulcer (47.6 years). The Mann-Whitney test, however, showed that there was no statistically significant difference between the groups considering the age variable (p=o.493).
In terms of the BMI, the average for patients who developed ulcer was 28. It was found that, for patients with ulcer, the lowest score on the Braden Scale was 8, whereas for patients without ulcer, the lowest score was 11. The average score in patients who did not develop pressure ulcer was 15, ranging between 11 and 19, while for patients who developed ulcers it was 11, ranging from 9 to 19. It is observed that, among patients who developed ulcers, the average score was lower, and the lower the score, the higher the number of patients with PU, which evidences the increased risk. The Mann-Whitney statistical test showed that there were statistically significant differences between the scores for patients without and with PU (p = 0.001).
Another study on PU incidence, developed at this same unit, presented similar results in which the Braden Scale scores for the first and second assessments presented statistically significant differences between the patients who developed ulcer and those who did not, and patients with ulcer always showed smaller scores in every assessment (13) .
These results and the other studies performed in Brazil (7, 12) confirm that the scores obtained through the Braden Scale can help nurses, from the initial assessment upon admission, to identify patients with a stronger chance of developing pressure ulcer, so that efforts can be made to implement the recommended prevention measures.
A study performed with 186 patients from two neurology intensive therapy units of an American hospital showed that a score equal to or greater than 13 was a risk determinant and that factors with a significant correlation with the pressure ulcer also had a significant correlation with the Braden Scale (15) .
Considering the risk factors for PU assessed by the Braden Scale, it was found that, regarding sensorial perception, patients who developed ulcers had lower average scores (1.8) when compared to those of patients without ulcers (3.6). Low sub-scores indicated that the patients who developed ulcers were between "completely limited" and "very limited"
regarding the assessed attribute or domain.
The activity item reflects the patient's physical activity level. It was observed that, according to the data described in table 3, the average sub-scores did not vary between patients with or without pressure ulcers (1.0), since they were all constantly bed ridden. 
The condition of having reduced sensorial perception and in-bed immobilization indicates that the patients do not realize or cannot react to the discomfort caused by the excessive pressure on the boney prominences and are more dependent to move to relieve that pressure. Such condition shows there is a need to implement important preventive measures in nursing care, which are: changing positions every two hours, using pillows and cushions to position and protect the boney prominences and using a special mattress to relieve the pressure on the tissues. Excessive pressure contributes to the development of PU, since it induces ischemia and tissue necrosis (8) .
Patient immobility is considered the major factor in the development of pressure ulcers.
Maintaining body position, as well as changes in that
Using
position, determine a gravitational gradient that acts on cardiovascular and pulmonary systems and can affect oxygenation and blood flow, since gravity directly affects pulmonary volume and capacity (3) .
The intact sensorial nervous system usually not replace this nursing care (8) .
Another risk factor for pressure ulcers in hospitalized patients, assessed through the Braden Scale, is nutrition. It was observed that the sub-score means for both groups was the same (2.0); therefore, the scale did not identify any differences between the two patient groups. This issue is discussed in both the Another risk factor for pressure ulcer is excessive skin moisture, since it can make it more susceptible to maceration. The average sub-score regarding skin moisture in patients that developed ulcers was 3.7, against 3.8 in those who did not. This means that most patients had an "occasionally moist"
or "rarely moist" skin. (6) ; however, the cause for urinary and fecal incontinence should be looked into and treated (8) .
Friction and shearing are two other risk factors associated to the development of pressure ulcers that are assessed by the Braden Scale and may occur, mainly, due to incorrect position and mobility. The mean friction and shearing sub-scores in patients who developed ulcers was smaller. This shows that they required moderate or maximum assistance to move themselves. When two people use a blanket to lift, move or transfer a patient, it avoids dragging him or her on the bed, which is one of the factors that cause tissue damage due to friction and shearing (5, 6) .
As to the data obtained in the consciousness level assessment by the Glasgow Scale, it was observed that the mean score among patients who 
FINAL CONSIDERATIONS
The present study evidenced that total Braden
Scale and Glasgow Scale scores were associated with the development of pressure ulcers in ICU patients.
Nurses can use these tools to identify patients at risk and individual risk factors, and then plan preventive measures directed at controlling the problem. There is, however, limited evidence that using these scales actually warns the professionals about using further appropriate measures (16) .
I d e n t i f y i n g t h e r i s k a n d u s i n g recommended prevention measures, such as "best practices", can help reduce PU incidence, avoid complications and prevent recurrences, as well as favor the healing of sores already existing at the moment the patient is admitted to hospital. Thus, this improves the quality of nursing care as well as that of health care in general (1, (5) (6) . It is, however, necessary that health professionals at all levels and in all situations become actively involved in order to change the current reality of health care services (7, 12, 13) . Undergraduate as well continuing nursing education programs should focus on how to use these scales, as well as their association with the identification of patients at risk for the development of PU, and Programs for Better Quality should focus on patient safety, following the example of countries where the PU rate has fallen (11, (17) (18) .
